time before diagnosis 3 . The benign nature of ordinary spinal schwannomas is well documented [4] [5] [6] [7] . Total surgical removal can usually be achieved and shortterm outcome is favorable in those who are not too severely crippled before operation 5, 7 .
Intradural-extramedullary (ID-EM) tumours are the most commonly observed intradural spinal tumours, comprising over 60% of tumours found within the spinal canal 8 . While consisting of a heterogeneous group of pathological entities, the vast majority of these lesions are one of three types: meningiomas, schwannoma or neurofibroma 9 .
Fortunately, the more common tumours are typically benign and surgical excision represents the possibility of a curative result 10 . Surgical outcomes have generally been quite positive, with multiple studies quoting gross total resection rates approaching 100% with minimal morbidity and mortality regardless of histologic subtype 11, 12 .
Materials & Methods:
The 86 patients with spinal tumour underwent surgery by our team in 7 years (2011-2018) were reviewed retrospectively.
Distribution of the patients:

Extradural (ED) 28
Intradural extramedullary (IDEM) 46 The aim of surgery was decompression of the spinal cord, total removal of the tumour when possible and spinal stabilization when needed. Most of the cases were done by laminectomy or laminoplasty.
Intramedullary (IM) 12
Tablle-I Characteristics of patients
Results:
Many factors have influenced the outcome of surgical treatment. The most important are the histological characteristics of tumour, spinal segment affected and the degree of decompression. Satisfactory postoperative outcome corresponds with the degree of decompression (e.g. total removal of meningioma or neurofibroma leads to full recovery), but decompression in cases of primary intramedullary tumours and metastases were not always satisfactory.
Extent of tumour resection: The most frequent difficulties encountered during surgery were the per operative bleeding, anesthetic hazard in previously pulmonary compromised patient, difficulties when undergoing spinal instrumentation due to tumour infiltration etc. 
Discussion:
The optimal surgical approach provides maximal exposure with the least manipulation of the neural elements. For most intradural extramedullary tumours, resection can be accomplished with a dorsal midline approach. As a general rule, lesions dorsal to the spinal cord can be reached easily using a dorsal midline approach, whereas lesions ventral and lateral to the spinal cord may require resection to provide the best trajectory to the tumour 13 .
In our study, the most of the patients were male (51.16%) and belong to the age group of 41-60 years (47.67%). Similar scenario regarding age and sex was reported in Islam MR et al 2 .
The respondents of our study presented with variable types of symptoms, among which pain contributes as 100% and numbness as 74.41%. In our study 35 cases were at dorsal spine involvement which was highest in location (40.69%). Regarding nature of tumour the most frequent cases were metastasis (23.25%) followed by meningioma (19.76%), Schwannoma (18.60%) and neurofibroma (11.62%).
The extent of tumour resection and decompression correlates directly with a good outcome. The extent of excision either incomplete or biopsy was found to positively correlate with postoperative improvement. In our study 60 cases (69.76%) were underwent operation with gross total removal of tumour, 16 cases (18.60%) were underwent operation with near-total removal of tumour, 7 cases (8.14%) were underwent operation with sub-total resection of tumour and in case of rest 3 cases (3.49%) only biopsy were taken.
In our study 29 patients (33.72%) were discharged at 7 th post-operative day with significant improvement. In 21 patients (24.42%) of our study, immediate postoperative improvement were observed. There was no post-operative improvement in 3 cases (4.48%), deterioration in 7 cases (8.13%) and 2 patients died (2.32%) due to severe post-operative complications.
Postoperative complications vary 10-52% [14] [15] [16] [17] [18] [19] [20] [21] [22] [23] [24] [25] [26] [27] [28] [29] . In our study there were different type of post-operative complication like CSF leakage in 3 cases (3.48%), wound infection in 3 cases (3.48%), pseudomeningocele in 1 case (1.16%), stabilization failure in 2 cases (2.33%), deformity in 1 case (1.16%) and pneumonia in 1 case (1.16%).
Conclusion:
To bring good surgical outcome, to reduce postoperative mortality and peri-operative morbidity in case of spinal tumours, each neurosurgeon has to perform meticulous anatomical dissection mandatorily.
Besides this, thorough perioperative planning, meticulous microsurgical techniques and early mobilization & rehabilitation are essential for good clinical outcome 30 .
CSF leak and pseudomeningocele formation may be prevented with meticulous dural closure, fat grafting for obliteration of the dead space and 48 hours postoperative bed rest. Patients tend to completely recover their preoperative neurologic deficits even in the case of longstanding preoperative neurological deficit.
